Objective: To develop policy and public health recommendations for implementation at all levels by individuals and organisations working in, or related to, the field of breast-feeding promotion in developed country settings, where breastfeeding rates remain low. Design: Two research phases, comprising (i) an assessment of the formal evidence base in developed country settings and (ii) a consultation with UK-based practitioners, service managers and commissioners, and representatives of service users. The evidence base included three systematic reviews and an Evidence Briefing. One hundred and ten studies evaluating an intervention in developed country settings were assessed for quality and awarded an overall quality rating. Studies with a poor quality rating were excluded. The resulting seventy studies examined twenty-five types of intervention for breast-feeding promotion. These formed the basis of the second consultation phase to develop the evidence-based interventions into recommendations for practice, which comprised (i) pilot consultation, (ii) electronic consultation, (iii) fieldwork meetings and (iv) workshops. Draft findings were synthesised for two rounds of stakeholder review conducted by the National Institute for Health and Clinical Excellence. Results: Twenty-five recommendations emerged within three complementary and necessary categories, i.e. public health policy, mainstream clinical practice and local interventions. Conclusions: The need for national policy directives was clearly identified as a priority to address many of the barriers experienced by practitioners when trying to work across sectors, organisations and professional groups. Routine implementation of the WHO/UNICEF Baby Friendly Initiative across hospital and community services was recommended as core to breast-feeding promotion in the UK. A local mix of complementary interventions is also required.
The short-and long-term benefits of breast-feeding to improve public health are widely recognised for both baby and mother (1) (2) (3) (4) (5) . Although initiation rates have increased in recent years, the UK has one of the lowest rates of breast-feeding worldwide, with initiation and duration rates remaining the lowest among families from lower socio-economic groups (6, 7) . Similar national initiation rates of about 70 % have also been reported for The Netherlands (8) , France (9) and the USA (10, 11) . Initiation rates, and to a lesser degree duration rates, are particularly low among white women in the UK compared with women who are Asian, black or of mixed origin (6, 7, 12) . Teenage or young mothers have also been identified as a vulnerable group in terms of breast-feeding rates, being half as likely as older mothers to initiate any breast-feeding (6, 7, 12) . Indeed, mothers aged 20 years or under are the only group who have not experienced a significant increase in initiation rates between 2000 and 2005 in England and the UK (6) . Women from some minority ethnic groups living in the UK, i.e. Asian and black women, have been shown to have lower rates of exclusive breast-feeding (13) despite relatively high rates of initiation and duration of any breast-feeding (14) . This is in contrast to patterns in the USA, where the lowest rates of initiation and duration of any breast-feeding are lowest among non-Hispanic black mothers (14) . These studies highlight the complex issues around the promotion of breast-feeding among different population groups within the UK and developed country settings, and the need to achieve an appropriate balance between provision of good-quality mainstream services for all women as well as specific services in accordance with local population needs.
The work reported here was initially commissioned by the former English Health Development Agency (HDA) to prepare national guidance on public health interventions to promote the initiation and duration of breast-feeding. The aim was to make recommendations for implementation in policy and practice at a local, regional and/or national level by individuals and organisations working in, or related to, the field of maternal and child health. The methods used aimed to ground the recommendations both in formal evidence of effectiveness and in practitioners', service managers', policy makers' and service users' views and experiences in the promotion of breast-feeding.
During the production of this guidance, the HDA was merged with the National Institute for Health and Clinical Excellence (NICE). The public health evidence-based recommendations for actions were published in an Evidence into Practice Briefing (15) by NICE. The purpose of the current paper is to present the complete policy and public health recommendations resulting from the analysis of evidence of effectiveness and the extensive consultation process. The recommendations aim to promote the initiation and/or duration of any and/or exclusive breast-feeding among healthy babies. Particular emphasis is given to the UK and developed country settings where breast-feeding rates are low.
Methods
The work comprised three main stages: (i) assessment and appraisal of the formal evidence base; (ii) consultation with practitioners, service managers and commissioners, and representatives of service users; and (iii) synthesis of draft findings which were then subject to two rounds of stakeholder review conducted by NICE. Briefly, the formal evidence base included three systematic reviews of interventions to increase the initiation and/or duration of breast-feeding (17) (18) (19) and one Evidence Briefing to promote the initiation of breast-feeding (20) . A total of 210 primary studies were analysed independently to identify a list of interventions which had some likelihood of effectiveness, lack of effectiveness or adverse effects. Studies evaluating public health interventions were limited to developed country settings to reflect issues of applicability to the UK and other developed country settings. This initial assessment generated 110 studies evaluating interventions which were subjected to formal quality appraisal. The quality of each study was assessed using recognised appraisal criteria appropriate to each study design (21) . Each study was given an overall quality rating using the NICE quality assessment framework for randomised controlled trials (RCT) (22) , including adaptation as appropriate for controlled trial and before-after study designs (23, 24) . Studies rated as having 'few or no criteria fulfilled whereby the conclusions of the study are thought likely or very likely to alter' (22) were excluded. The resulting seventy studies examining interventions of effectiveness, lack of effectiveness or adverse effects were all considered to be of sufficiently good quality to ensure confidence in the study findings and generalisable to UK settings. These studies examined twenty-five types of intervention for potential implementation in, or removal from, practice for the promotion of the initiation or duration of breast-feeding, with specific reference to women with low breast-feeding rates.
The twenty-five types of intervention formed the basis of the consultation phase to develop the evidence-based interventions into recommendations for practice. The consultation process was devised to reflect organisation of health care in UK settings and might be different in other developed country settings. It comprised four main stages: (i) pilot consultation; (ii) electronic consultation; (iii) fieldwork meetings; and (iv) workshops. Full details are given in elsewhere (16) . The pilot consultation phase was undertaken through informal workshop discussions at three national maternal and/or child health conferences. It identified the need to include three policyrelated interventions which, although having a limited formal evidence base, participants considered were important to the field of breast-feeding promotion. A web-based electronic consultation was then undertaken to seek views of practitioners in a broad range of professional, health service and consumer networks. Specifically, practitioners were asked to rate each intervention in terms of its likely impact and feasibility in practice. This generated 516 completed electronic questionnaires. Three fieldwork meetings were undertaken to explore responses to the questionnaire from community-based health professionals and organisations working in lowincome areas and with potentially limited Internet access. The final stage comprised three half-day workshops in areas of high deprivation, ethnic representation and geographical diversity. The eighty-nine participants at the workshops represented a cross-section of practitioners in terms of seniority, acute and primary care sectors, and health and health-related sectors, plus a small number of service user representatives, service managers and commissioners, and national policy leads. The main focus of the workshops was to consider the impact and feasibility ratings generated from the earlier consultation phases and to identify barriers to effectiveness and strategies for change.
On completion of this second stage, the findings from both the formal evidence base and consultation input were synthesised to produce a draft report for review by key stakeholders using the NICE consultation framework; details of the ways in which the synthesis was conducted are given in elsewhere (16) . This third stage proved valuable as it served to highlight the strong consensus for the proposed recommendations to promote breast-feeding, including clear priorities for recommendations which require universal implementation at a national level, compared with those which are likely to be of differing importance in local settings. This final stage also afforded the opportunity to include further evidence of effectiveness from more recent evaluations of interventions where earlier evidence had been indicative but inconclusive. This iterative process, which drew on both the strengths of the evidence base and the consensus of a wide range of experienced practitioners and key stakeholders in the field of breast-feeding promotion, underpins the strength of the resulting recommendations.
Results
Twenty-five recommendations were agreed. Priority groups for action were identified as disadvantaged white women, particularly teenage women, first-time mothers or lone parents based on the particularly low breastfeeding rates among these groups. These recommendations, although specifically aimed to increase initiation and duration rates in the UK, may be relevant to other countries where breast-feeding rates and the cultural context are similar.
Three complementary and necessary categories of recommendations emerged: public health policy; mainstream clinical practice; and local interventions.
Recommendations for public health policy
There was clear consensus on the need for strategic policy recommendations which aim to achieve appropriate policy and cultural environments in which health and other service organisations operate to promote breast-feeding. These recommendations were seen as prerequisites to other actions, to enable interventions to work and remove socio-cultural barriers. Specifically, the following national recommendations were identified:
> A comprehensive, coordinated, national, regional and local breast-feeding strategy and policies, including adequate financial incentives and monitoring and evaluation systems which account for maternal ethnicity and deprivation.
> National media campaigns and celebrity endorsements promoting breast-feeding. > Inclusion of breast-feeding education in the national curriculum for primary and secondary schools, parenting programmes and child development courses targeting pupils with low academic attainment. > Policy and practice to support breast-feeding in public. > Employment policy and practices to support breastfeeding. > Government endorsement of the WHO Code on Marketing of Breast Milk Substitutes (1981) and subsequent resolutions.
Recommendations for mainstream clinical practice
The following recommendation was identified as the single, most fundamental intervention to achieve increases in initiation and duration rates of breast-feeding for all women, regardless of income, ethnicity, location of birth or duration of hospital stay. Routine implementation of this multifaceted intervention was also felt to be likely to reduce duplication of effort and achieve greater efficiencies and streamlined practice. This intervention is therefore recommended as core to breast-feeding promotion for all hospital and community organisations in the UK.
WHO/UNICEF Baby Friendly Initiative in hospital and community services
> The WHO/UNICEF Baby Friendly Initiative (BFI) should be implemented as routine practice across maternity hospitals. All maternity hospitals should be encouraged to attain the BFI Full Accreditation Award and hospitals with a BFI Certificate of Commitment should progress to the BFI Full Accreditation Award, to increase breast-feeding initiation for all women. > The BFI in the community provides a recognised and accredited framework for routine practice across community health services to increase initiation and duration of breast-feeding for all women.
Strong consensus was achieved on the need for the following two sets of recommendations to be implemented as routine policy and practice for the provision of appropriate clinical care to promote and support breastfeeding. Several of these recommendations are, in fact, an integral part of the BFI in hospital and community services as recommended above.
Changes to policy and practice for clinical care in hospital and community > In order to increase duration rates of any and exclusive breast-feeding among all women, routine policy and practice for clinical care in hospital and community should: J Support effective positioning and attachment, using a predominantly 'hands off' approach.
J Encourage unrestricted baby-led breast-feeding which helps prevent engorgement, and for women experiencing mastitis, encourage regular breast drainage and continued breast-feeding. J Encourage the combination of supportive care, teaching breast-feeding technique, sound information and reassurance for breast-feeding women with 'insufficient milk'.
Changes to abandon specific policy and practice for clinical care in hospital and community > In order to increase the duration of any and exclusive breast-feeding among all women, routine policy and practice for clinical care in hospital and community settings should abandon (or continue to abandon):
J Restriction of the timing and/or frequency of breast feeds during immediate postnatal care. J Restriction of mother-baby contact from birth onwards during immediate postnatal care. J Supplemental feeds given routinely or without medical reason in addition to breast feeds. J Separation of babies from their mothers for the treatment of jaundice. J Provision of hospital discharge packs and any informational material given to mothers which contain promotion for artificial feeding, including the advertising of 'follow on' artificial milks to mothers of new babies.
Recommendations for local interventions
Further individual interventions have been shown to be effective at increasing the initiation and/or duration of any and/or exclusive breast-feeding among different population groups in different settings and were considered feasible for implementation in England and Wales and similar developed country settings. The appropriateness and relevance of each intervention are likely to vary depending on the specific needs of population groups within each locality. This issue was considered to be of such importance, it has been framed in the following overarching recommendation:
> When implementing interventions to increase breastfeeding initiation and continuation rates, each locality should consider the best package of interventions to address the diverse needs of their local population group(s). The decision should be informed by the views of practitioners and service users. Where appropriate, interventions should be targeted towards those groups where the rates are lowest; in the UK, that is disadvantaged white women, in particular those who are teenagers or lone parents.
Education and/or support programmes
The following specific recommendations provide a basis for stakeholders to select the best package of interventions to meet local population needs in addition to the core recommendation above.
> An appropriate mix of the following education and support programmes should be routinely delivered by both health professionals/practitioners and peer supporters in accordance with local population needs:
J Informal, practical breast-feeding education in the antenatal period should be delivered in combination with peer support programmes to increase initiation and duration rates among women on low incomes. J A single session of informal, small group and discursive breast-feeding education should be delivered in the antenatal period (including topics like the prevention of nipple pain and trauma) to increase initiation and duration rates among women on low incomes. J Additional, breast-feeding specific, practical and problem-solving support from a health professional/practitioner should be readily available in the early postnatal period to increase duration rates among all women who wish to breast-feed. J Peer support programmes should be offered to provide information and listening support to women on low incomes in either the antenatal or both the antenatal and postnatal periods to increase initiation and duration rates.
Complementary telephone peer support
> Peer or volunteer support should be delivered by telephone to complement face-to-face support in the early postnatal period to increase duration rates among women who want to breast-feed, regardless of income.
Education and support from one professional > Breast-feeding education and support from one professional should be targeted to women on low incomes to increase their rates of exclusive breast-feeding.
Education and support through the first year
> One-to-one needs-based breast-feeding education in the antenatal period combined with postnatal support through the first year should be available to increase intention, initiation and duration rates, particularly among white, low-income women.
Media programmes
> Local media programmes should be developed to target teenagers to improve attitudes towards breast-feeding.
Strategies for effective implementation of recommendations
The following strategies for effective implementation were identified for consideration by key stakeholders (15) .
> The BFI provides a recognised and accredited framework and principles for effective implementation of both hospital-and community-based recommendations to promote and support breast-feeding. Consistency of quality care is essential for both hospital and community staff, given shorter hospital stays and increasing numbers of home births for many new mothers. > Financial support is required to assist health-care organisations with costs of involvement in BFI. > Additional training of registered and pre-registered health professionals is essential to the success of all recommendations. The BFI provides recognised and accredited training courses for these purposes. > Financial incentives and support strategies to achieve adequate staffing levels and training staff are prerequisites for the effective delivery of care. > A national network of fully funded local, regional and national breast-feeding coordinators is essential for effective implementation of multidisciplinary care. > Strategies to recruit and retain appropriate pools of peer or volunteer supporters are needed, including provision of formal salaries, paid incentives and/or honorary contract schemes, and supervision to ensure quality of the service. Voluntary organisations provide recognised training courses for these purposes. > Strategies to provide adequate financial support for existing peer support schemes are needed in line with funding policy and practice for other contracted-out services. > Funding for local media campaigns is essential to change underlying attitudes to breast-feeding by portraying it as 'normal'. > High-level support from managers is essential to enable work across sectors and disciplines, and to change accepted patterns of working. > Ongoing monitoring of rates of infant feeding at national and local levels, with agreed definitions and timing of follow-up, combined with socio-economic data, is needed. National-level support is required for the development of agreed definitions and mechanisms for collecting and reporting local, regional and national data.
Discussion
The evidence base of effectiveness on which these recommendations are based draws on studies conducted in developed country settings and included in systematic reviews conducted prior to 2005. These reviews demonstrated the limitations of the evidence base, particularly gaps in evaluations of policy and more complex, multifaceted interventions, as well as concerns regarding the quality of many studies. New Cochrane review evidence of the effectiveness of local interventions has demonstrated consistent support for the effectiveness of education and/or peer support interventions to promote the initiation of breast-feeding (25) . This was based on studies conducted among low-income women in the USA from diverse ethnic backgrounds, with different feeding intentions and typically low breast-feeding rates. While the quality of this evidence is reliable, its scope is limited in terms of its single country setting and the types of intervention which are amenable to evaluation using an RCT methodology. More innovative approaches to appropriate and affordable evaluation of complex, health promotion interventions (26) are needed to address this ongoing limitation of the evidence base.
The gaps in the evidence base for more complex and national policy interventions have not been addressed in recent years, possibly as a result of cost implications for evaluation of such strategies, or possibly because breastfeeding promotion is not always a priority for health or research agencies (27) . The extensive consultation process we conducted in the present work aims to address this gap by drawing on the first-hand experience of practitioners, service users, managers and commissioners.
The public health recommendations reported here were published in a document to accompany the NICE clinical guideline on postnatal care in July 2006 (28) . The postnatal care clinical guideline aimed to make recommendations for the essential care that every woman should receive in the first 6-8 weeks postpartum, including clinical best practice to support individual women to start and continue to breast-feed successfully. The public health recommendations reported here aim to complement the guideline by indicating the essential interventions which influence the wider policy, cultural and organisational environments in which more women from different population groups can choose and effectively implement their decision to start and continue to breast-feed their baby for as long as they wish. It is notable that since these reports were published (15, 28) , the English Department of Health has invested an extra £2 million into the UK BFI to improve breast-feeding rates in the most deprived areas (29) . These initiatives are supported by improved data collection measures to monitor progress on improvements in the prevalence of breast-feeding at 6-8 weeks (29, 30) . A national strategy to support and promote breast-feeding in England is, however, still lacking.
The comprehensive nature of these public health recommendations has arisen from a variety of key issues highlighted in the consultation process. First, participants clearly identified the need for a strategic, national approach to the issues. They indicated that national policy directives are needed, as part of an overall national breastfeeding strategy, to address many of the barriers experienced by practitioners when trying to work across sectors, organisations and professional groups. Approaches included training and supervision, workforce capacity issues, and recruitment and retention of a pool of trained and adequately supervised peer supporters, related to different interventions. National and regional commitment, support and guidance were noted as necessary to address these issues for local implementation to fit with local patterns of service provision.
Second, the factors influencing breast-feeding rates within different population groups in developed country settings are highly diverse and complex (15, 31) . The decision to breast-feed for a white, pregnant teenager living in a low-income area in England, for example, is likely to be influenced by moral concerns regarding embarrassment of breast-feeding in public (32) . This decision contrasts with the practical decision to stop breast-feeding for a mother returning to work in England, where compliance with international standards for support in the workplace is lowest in the European Union (33) . Diverse strategies are therefore needed to create the appropriate socio-cultural, workplace, community and health-care environments to effectively promote and support breast-feeding in developed country settings (31) . It is perhaps not surprising, therefore, that both the evidence base (17, 18) and the consensus among the participants in this consultation (15) indicate the importance of multifaceted strategies to raise initiation and duration rates. Multifaceted strategies may refer to a single intervention which has several components delivered to the same target group at the same time, for example the BFI; or to combined education and peer support interventions. Alternatively, multifaceted strategies may refer to combined implementation of complementary policy and programme interventions to different target groups over a period of time. For example, the limited evidence of effectiveness and expert opinion attribute the substantive and sustained increases in breast-feeding rates in Norway to increased paid maternity leave, changes to maternity ward practices and mainstream peer support (34, 35) . This is also consistent with international consensus on the most effective approaches to health promotion in developed countries (36) (37) (38) . The need for a long-term commitment to the promotion of breast-feeding was also seen to be essential to enable changes in societal attitudes towards breast-feeding and cultural changes within health-care organisations to be translated into significant increases in breast-feeding rates. This is consistent with the evidence base for strategies promoting changes in lifestyle which tend to be demonstrated in the medium to long term (39) (40) (41) and in association with increased length of participation in the programme (42, 43) .
Monitoring the impact of effective interventions also requires systematic routine data collection on breastfeeding initiation and duration, collected at a level that will enable analysis of socio-economic, ethnic and regional factors, such as postcode level. Baseline data will be needed to assess the impact of interventions and to identify localities with particular problems. Such data will enable the monitoring of progress towards newly developed local, regional and national targets (44) . Finally, the relevance of these recommendations has been demonstrated by the speed of their uptake in national and local initiatives in the UK. Since the publication of the main report, many of the implementation points have been adopted. Recommendations informed the content of the national UK Breastfeeding Manifesto (www.breastfeedingmanifesto.org.uk) and the new UK BFI community intervention (45) .
Recommendations for research
The most notable gaps in the evidence base from developed country settings include:
> Impact studies of relevant national health and welfare policies. > Large-scale, high-quality evaluations of the BFI in the community, mass media promotion and social marketing.
Further testing and development of recently debated methodologies for evaluations of complex breast-feeding promotion policies and interventions (27, (46) (47) (48) would also make a useful contribution to future research in public health and health promotion.
In conclusion, the development, implementation, monitoring and evaluation of an overarching national breast-feeding strategy are fundamental to achieving significant improvements in breast-feeding practices. Such a strategy is likely to facilitate the greatest gains at the local level among women with typically lower breast-feeding rates and associated poorer maternal and child health outcomes, and thereby to address inequalities in health.
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